The British Geriatrics Society has described 16 training objectives for senior house officers (SHOs) in geriatric medicine. We have developed these into an audit standard, and in a controlled trial we consider the effectiveness of audit as a means of monitoring and improving SHO training.
Summary
The British Geriatrics Society has described 16 training objectives for senior house officers (SHOs) in geriatric medicine. We have developed these into an audit standard, and in a controlled trial we consider the effectiveness of audit as a means of monitoring and improving SHO training.
SHOs from three hospitals were sent a questionnaire asking about the adequacy of formal and informal training for each objective; there was a response rate of 87%. Results were presented at an audit meeting in one hospital, inadequacies of training identified and the hospital's programme of teaching modified appropriately. Two control hospitals remained unaware of the audit findings and were therefore unable to modify their ining programmes. Re-audit at six months completed the audit cycle; the control hospitals showing no change between the two audits. In the intervention hospital the adequacy oftaining over the 16 objectives improved from 59% at first audit to 73% at re-audit. The initial audit had highlighted three target objectives as needing special attention; here the improvement from 38% to 69% was even more impressive, and statistically significant at p<O.05 on X2 test.
Thus, although a questionnaire approach is inevitably subjective and affected by SHO satisfaction, the discipline of audit appeared effective in identifying and correcting deficiencies in an SHO training programme.
Keywords: audit, training, geriatric medicine, senior house officers Work in the US has looked at the training offered to junior doctors studying geriatric medicine,",2 but in the UK interest has centred upon the adequacy of training offered to senior registrars, training for consultant posts in the specialty. '4 In contrast with senior registrars, senior house officers (SHOs) come to the subject from a variety of backgrounds, and have a wide variety of career intentions.5 It is therefore difficult to ensure provision of effective training, appropriate to the needs of all SHOs; especially as posts differ considerably in their content of acute and rehabilitative experience.
Our department is divided between three hospitals and employs 30 SHOs each year. Although this has the advantage that many local general practitioners and hospital clinicians will have received training within the department, it means that each year we need to attract a sizeable proportion of local graduates. The quality of training that we offer will clearly influence future recruitment. Although the Post-Graduate Dean acts as a commissioner in his funding of these SHO posts, audit programmes usually concentrate on the concerns of purchasers of clinical services, and have rarely looked at the quality of training.
We set out to structure our training programme, using audit to ensure that the training offered was appropriate to the needs of our SHOs.
Methods
The British Geriatrics Society's training committee has reviewed the subject of training for all grades of trainees in geriatric medicine,6 and made recommendations that constitute a summary of the training that should be offered. Six 'General professional' and 10 'Geriatric medicine' SHO training objectives were identified (box 1), and we used these as the framework for our audit. For each objective our audit standard simply required that all SHOs be satisfied that they had received adequate training.
At the end of their six-month appointment, each of our 15 SHOs received a short, anonymous postal questionnaire asking about formal and informal training. Each of the 16 objectives was presented, and SHOs were simply asked to grade the training they had received as either 'adequate' or 'inadequate'. A follow-up reminder letter achieved a final response rate of 87%.
For three of the training objectives, less than 35% of SHOs felt that adequate training was being provided (figure 1). Training in performance of practical procedures (objective 2), in the assessment of multiple problems in the disabled patient (objective 9), and in the assessment of patients requiring institutional care (objective 14) were all felt to be covered inadequately.
In order to demonstrate the effectiveness of audit in improving the training offered to SHOs, we subsequently completed the cycle of audit (box 2), in the form of a controlled trial. Although data were collected from all three hospitals, the questionnaire results were only presented and discussed at the departmental audit meetings attended by the consultants and registrars of the 'intervention' hospital. SHOs are attached to individual consultants, and consultants from the two 'control' hospitals were not involved in this audit meeting. Though aware that the audit was being performed, these consultants were not informed of its initial findings, and were unable to respond by modification of the training offered to their own SHOs.
In the intervention hospital, teachers were was able to respond to the deficiencies identified by the initial audit, and these were targeted for particular attention in teaching over the following six months. There was no increase in formal teaching time, but informal training, such as that offered on ward rounds, was able to focus specifically on these target areas.
To assess the effect of this modification of training, the audit was repeated six months later, an identical questionnaire being sent again to SHOs in all three hospitals.
Results
In the intervention hospital, the adequacy of training over the 16 objectives increased from 59% at first audit to 73% at re-audit (figure 2), while there was no such increase in the control hospitals (a change from 60% to 57%). While this improvement did not achieve statistical significance (table 1) , a more impressive change was evident when the adequacy of training for the three target objectives was considered. Here there was an improvement from 38% to 69% which, when compared with a slight deterioration from 25% to 22% in the controls, proved statistically significant at p<0.05 on a x2 -test (table 2) .
Discussion
Individual training objectives vary in their relevance to SHOs with differing career intentions; half of our SHOs intended careers in general practice, while the rest were planning to continue in one or other hospital specialty. Similarly, different SHO posts offer differing clinical experience; some wards primarily accept emergency admissions, some only accept referrals for rehabilitation, and others combine the two roles. Such issues were considered by the British Geriatrics Society Clearly one might expect to improve training for specific target objectives by the introduction of additional lectures or teaching sessions. However, our intention was not to generate a new programme of teaching, but to ensure that the training already being offered was adequate in respect of all 16 objectives. Our response to the initial audit findings was thus to ensure that all SHOs in the intervention hospital were routinely informed whenever practical procedures were to be performed on neighbouring wards, so that they could attend as observers (objective 2). Ward rounds paid specific attention to the multidisciplinary assessment Clearly there is considerable overlap between different objectives, and the marked improvement in objective 1 noted in the intervention hospital at re-audit (figure 2) may be a consequence of its similarity to one of the target objectives (objective 9).
As each SHO only spends six months with us it is not practical to complete an audit cycle within a single intake of SHOs, and such an approach would be inappropriate as training would inevitably be less complete at the initial audit than at re-audit. Thus, our approach was retrospective; questioning the training already received. As a result, a continuing process of audit will address successive intakes of SHOs and may be affected by variation such as that in SHOs' personal training priorities. This will explain some of the change between the two audits in the control hospitals (figure 2). Clearly, this variability will tend to obscure the change achieved in the intervention hospital, and this may explain why the significant improvement demonstrated for the target objectives was not evident when the change was considered over all 16 objectives.
This work was not intended as an observational study of SHO training, but as a demonstration of the use of a simple audit programme to provide structured feedback on SHOs' perceptions of their training. The list of training recommendations provided an excellent framework for the audit standard, and the discipline of audit appeared effective in identifying and correcting deficiencies in training. As similar objectives are available for other grades and specialties, the approach deserves wider consideration.
